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! 5 DEFICIENCY)
N 002 1200-8-6 No Deficiencies | N 002 K 147 09/17/11

The facility will continue to
maintain electrical wiring and

- During the Life Safety portion of the survey, there | equipment in compliance.
| were no deficiencies cited from 1200-8-6,

| Standards for Nursing Homes. ! |

. The electrical junction box on the
f sixth floor east hall was covered
i when identified.

| 2

The Facility Manager reviewed

all junction boxes and no other |
{ areas were identified to have
i' been affected by this practice.

The Facility Manager as of
; September 16, 2011 educated the
E electrical contractors on covering
F all electrical junction boxes.

3. |
The Facility Manager will review
all electrical work for proper !
completion. '

4.

The Facility Manager will report
| all findings to the Quality

| Assurance Committee monthly
time three months.
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